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onstrate how four European vascular centers resort to one
technical infrastructure and neuromonitoring-expertise
during TAAA OR by internet connection.
Methods: In 2009 and 2010, 121 patients were treated
by TAAAORusing identical protocols, including distal aortic
perfusion. All neurophysiological data from two centers in
Germany, one in Switzerland and one in the Netherlands
were evaluated by a central neurophysiologists team in a
Dutch Medical Center. Online assessment of MEPs was
installed using internet with Virtual Private Network Tun-
nelling. We investigated the reliability, stability and robust-
ness of this telemedical system.
Results: MEPs were monitored in all patients without
technical problems. In 61 patients a significant drop in MEPs
was recorded, requiring immediate protective adjustments. In
30 patients, blood pressure management, reposition of cross-
clamps, blocking of intercostal arteries or rewarming restored
MEPs. All other cases required reattachment of spinal cord
supplying arteries. In 59 patients the protective strategies
correctedMEPs completely. In all cases the data communica-
tion was stabile enabling successful MEPs evaluation by the
neurophysiologist in the Netherlands.
Conclusions: Remote neuromonitoring of spinal cord
function during aortic surgery is feasible and reliable. It
allows centralization of expertise and saves individual cen-
ters to invest in complex technology. The value of moni-
toring MEPs was confirmed in different centers, resulting
in adequate neurological outcome following extensive aor-
tic procedures.
Author Disclosures: S. E. Debus: Nothing to disclose; F.
Dick: Nothing to disclose; A. Greiner: Nothing to dis-
close; J. Grommes: Nothing to disclose;M. Jacobs: Noth-
ing to disclose; W. H. Mess: Nothing to disclose; J.
Schmidli: Nothing to disclose.
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Physician Modified Endovascular Grafts for the Treat-
ment of Elective, Symptomatic or Ruptured Juxtarenal
Aortic Aneurysms
Benjamin W. Starnes. University of Washington, Seattle,
WA
Objectives: To determine if a physician modified en-
dovascular graft (PMEG) is a safe and effective method of
treating juxtarenal aortic aneurysms in patients considered
to be unsuitable for open surgical repair.
Methods: A prospective, consecutively enrolling,
non-randomized single institution evaluation of the
safety and efficacy of physician modification of a cur-
rently FDA-approved device (COOK Zenith Flex) to
preserve branch vessels when used in the treatment of
patients with elective, symptomatic or ruptured juxtare-
nal aortic aneurysms.
Results: 47 consecutive patients underwent fenes-
trated endovascular repair using PMEG over a three year
period. 38 patients (80%) were symptomatic or had rapid
aneurysm expansion. 85% of patients were ASA category III
or IV. 82 fenestrations were created for 58 renal arteries, 16
SMA’s, 3 celiacs and the rest accessory vessels. Mean follow
up was 103 days (range 62-442). Mean contrast usage and
fluoro time were 98cc and 48 min. There were six compli-
cations (12.7%). Three (6.4%) were access related and three
(6.4%) were procedure related and included one stroke,
one renal failure and one branch artery dissection. On
follow up, only 6 patients (12.8%) had endoleak. Operative
mortality was 0%. In hospital and 30-day mortality was 2%
with 1 patient expiring due to aspiration on the ward after
successful endovascular repair. Two patients died during
follow up; one at 58 days due to cessation of dialysis and
one at 485 days due to stent graft migration and occlusion
of the SMA. There were two deaths in the first year, one in
the second and zero in the most recent year of experience.
One patient with endoleak had aneurysm sac expansion at 1
year requiring secondary intervention.
Conclusions: PMEG is a safe and effective alternative
for treating patients with juxtarenal aneurysms who have no
other alternatives for repair. Longer term follow up is
needed to assess the durability of repair and potential for
device-related complications.
Author Disclosures: B. W. Starnes: Nothing to disclose.
VS4.
Video Presentation
Staged Total Abdominal Debranching and TEVAR for
Thoracoabdominal Aneurysm
Richard L. McCann. Duke University Medical Center,
Durham, NC
Background: We present a video illustrating an op-
tional strategy for repair of thoracoabdominal aortic
aneurysm in patients who, because of anatomic or phys-
iologic reasons, are not good candidates for standard
open repair.
Technical Description: The video is of a 70 year old
patient who had rapid growth of a 5.8 cm visceral segment
aneurysm after 3 prior TAA/TAAA procedures. In the first
stage, total abdominal debranching was accomplished
through a midline laparotomy using a multibranched Dacron
graft (Vascutek). This graft was based on the left common iliac
artery and consists of a 14 mm trunk with appropriately sized
side limbs for the left renal, SMA, Celiac, and right renal
arteries and an integral 10 mm conduit which was buried in a
lower abdominal subcutaneous pocket. This access limb ob-
viates surgical vascular dissection during the delayed endovas-
cular stage and was easily exposed and thrombectomized to
provide access for the second stage performed 5 days later.
The TEVAR procedure required 3 overlapping and tapering
Talent (Medtronic) components to exclude the aneurysm.
Confirmation of aneurysm exclusion and branch graft patency
by subsequent CT angiogram will be shown. This patient
remains well 4 months post operatively. We have performed
JOURNAL OF VASCULAR SURGERY
June Supplement 201126S Abstracts
